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ABSTRACT
Access to reproductive health services and products in remote and rural
communities is a critical area of concern for developing countries. This
article considers a pilot intervention in three districts of Pakistan where
“Business-in-a-Box” as a model of place-based social innovation is used
to improve the socio-economic conditions of women in remote rural
settings through socially responsible micro-franchising. It ﬁnds that such
programmes help build a sense of community, ownership and
grassroots capabilities and skills. The article also discusses the impacts of
such actions on the individual and community life, and the need to
upscale and sustain these initiatives.
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Introduction: the challenge of reproductive health services
Of the eight Millennium Development Goals (MDGs) established with a global focus on reducing
extreme poverty at the turn of the century, MDG 5 aimed to reduce maternal mortality ratios by
three-quarters between 1999 and 2015 (United Nations 2000). However, South Asian countries in par-
ticular struggled with improving reproductive health as the maternal mortality rate only dropped
64%, missing the target (Aasen 2011; United Nations 2015). A World Bank study attributed this to
the lack of skilled birth attendants, early marriages, high pregnancy rates, low contraceptive preva-
lence rate, and inequity in access to maternal health due to gender and income inequality (El-
Saharty et al. 2014). As a successor to the MDGs, the Sustainable Development Goals (SDGs) have
set wider, less quantiﬁed but more ambitious targets and objectives, with a particular focus on
policy and governance. SDG 3 calls for ensuring “universal access to sexual and reproductive health-
care services, including for family planning, information and education, and the integration of reproduc-
tive health into national strategies and programmes” by 2030 (United Nations 2015). Accordingly,
everyone should have access to a high standard of health services. This goal, however, can only
be accomplished through adequate primary healthcare systems that cater to all individuals of repro-
ductive ages irrespective of their marital status or socio-economic background, and have widespread
coverage and more attention to communities in remote and rural areas (Scheil-Adlung 2015).
A key challenge for reproductive health services in many developing countries is to reach the
underserved populations that reside in rural and remote areas, such as in South Asia where rural
inhabitants are 67% of the total population (World Bank 2014). South Asia also has the second
highest rate of maternal mortality (MMR), behind sub-Saharan Africa. On average, there are
around 190 deaths per 100,000 live births in the region. Afghanistan has the highest MMR in
South Asia at 400, followed by India and Nepal at 190, and Pakistan at 170, whereas Sri Lanka and
the Maldives have the lowest rates, at 29 and 31 respectively (El-Saharty et al. 2014). Even though
the contraceptive prevalence rate has recorded a sharp increase throughout the region in the
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recent past, there are still high levels of unfulﬁlled social, economic and healthcare needs. The contra-
ceptive prevalence rate is highest in Maldives (28.1%), followed by Nepal (27%) and Pakistan (20.1%),
and lowest in Sri Lanka (7.3%) (El-Saharty et al. 2014).
The structure and procedures of public health provision in South Asian countries are very weak
and often exclude poorer, remote and rural areas (Haider and Mukherjee 2010). The population in
these areas mostly have either no or limited access to reproductive health services, leaving an enor-
mous gap between demand and supply. Private sector (formal and informal) reproductive health
service providers only partially ﬁll this gap, leaving a huge unmet demand. Even when private
health services are made aﬀordable to the poor, the standards and quality of services remain ques-
tionable in the light of weak health regulations (McDonald and Ruiters 2012). More challenging is the
fact that due to a lack of awareness about the availability of maternal and reproductive health ser-
vices in remote and rural areas, their utilisation remains negligible. Therefore, many reproductive
health interventions face the crucial task of raising awareness about birth spacing, control and
other healthy options (Cheema and Malik 2016). Non-governmental reproductive health interven-
tions funded by international and national development agencies have been partly successful in
awareness raising, meeting needs and ensuring access to reproductive health services in deprived,
remote and rural areas (Huﬀ-Rousselle and Pickering 2001).
However, these NGOs have to confront some signiﬁcant barriers (Dawn and Kishore 2016). First,
there is opposition from local communities where reproductive health remains a cultural taboo,
especially in contraceptive methods. Then there are issues of norms, values and practices. Social
norms and religious interpretations strongly inﬂuence the use of diﬀerent contraceptive methods.
For example, in many rural parts of Pakistan, the prevailing notion is that contraceptives are unaccep-
table on religious grounds. The women in these areas who do wish to stop childbearing via contra-
ception are unable to access or interact with the product and service providers due to pressures from
husbands and family (Ali and Ushijima 2005). Therefore, without increasing the acceptance and chan-
ging the attitudes and behaviours of households and communities, reproductive health interventions
fail to avail the desired results. This can also be attributed to a general lack of innovation by the NGOs
when addressing the problems faced by women in rural communities. Finally, there is a general
concern for the maintenance of interventions beyond the project or funding life. In most cases, devel-
opment interventions and outcomes end with the conclusion of external support. In recent years,
some international and local NGOs have begun fostering self-sustaining mechanisms to deliver repro-
ductive health services in areas not accessible to the public health sector (BRAC 2011). Yet, long-term
sustainability in terms of funding, continuation, and management of such initiatives remains a major
concern (Mehmood 2016).
Looking at these challenges and barriers in relation to gender and income inequality, maternal
health and contraceptive provision, and socio-economic hurdles faced by individuals and institutions
that strive to provide such services in the remote and rural areas, this study aims to address the fol-
lowing questions: What kind of approach can help with the support and provision of reproductive
health services in remote, rural and deprived neighbourhoods and communities? How can such
approach be made “socially responsible” on part of the service providers in order to help fulﬁl the
public health needs while promoting individual (women) and collective (family) well-being? What
roles can such initiatives play in the lives of the actors and stakeholders concerned?
To answer these questions, we refer to “Business-in-a-Box” (BiB) as a model of social innovation for
providing basic reproductive health products and services in remote and rural areas in Pakistan, from
two main perspectives. First, the provision of socially responsible micro-franchising to promote
micro-entrepreneurship by the NGOs and large organisations; and second, use of community-
based initiatives by public bodies and institutions to support grassroots capabilities and skills for
longer-term sustainability of health-related initiatives at large. The collaborative and community-
based approach has often been used in resource conservation and disaster management (Marshall
2009; Mwakaje et al. 2013). Here, we expand it to the role of social capital and stakeholder engage-
ment in planning and decision-making for providing reproductive health services and promoting
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socially responsible entrepreneurship. The article looks at the importance of micro-franchising for
improving reproductive health, drawing on examples from South Asia about experiments in
micro-entrepreneurship and micro-franchising to address the challenges of gender and income
inequality, maternal health and contraceptive provision.
The study was conducted in three rural districts in Pakistan to look at the impact of a pilot pro-
gramme for improving reproductive health while helping the women volunteers to establish their
own micro-businesses. The research results indicate how a combination of socially responsible
micro-franchising (such as BiB) along with village health communities as units of community-
based structures has been more successful than the many other government-funded public health
programmes. This indicates the need to incorporate approaches to social innovation in order to
meet social, economic and health needs of the communities whilst promoting gender equality
and improving social relations within and between the communities.
Micro-entrepreneurship for improving reproductive health
A microenterprise is often categorised as a business with less than ﬁve employees (Maloney 2004).
However, the term can be misleading as in many developing economies such businesses are run
on a self-employed or part-time individual basis, largely in an informal manner with little resemblance
to an organised business enterprise (Hipsher 2010; Naz and Bogenhold 2016). Still, Munoz considers
microenterprise as the core of the business evolution since the model is “… built on practical and
time-tested approaches. In recent years, microenterprises have survived and even ﬂourished in the tough-
est economic situations” (Munoz 2010, 1). Street vendors and traders can be considered typical forms
of microbusinesses that try to reap maximum beneﬁts from limited resources, competencies and
skills, often providing incubators for a new industry in the postmodern world (Cross 2000). They
can make use of their social networks and personal traits to market and proﬁtably sell their products
and services. High mobility aspects help micro-entrepreneurs to ﬂexibly access their customers and
respond to speciﬁc needs. There is no surprise then that such businesses tend to thrive in remote,
rural and deprived areas and neighbourhoods.
Understandably, micro-entrepreneurs face a variety of challenges in making ends meet and fulﬁll-
ing their needs as well as those of their customers. Two key challenges are the informality of the
sector and access to capital. The unregulated, unprotected and self-employed nature and perception
of an informal (micro)business leave it vulnerable to economic ﬂuctuations. Microcredit and microﬁ-
nance provisions are oﬀered as a panacea to help women establish micro-businesses through the
credit spiral. Nevertheless, most microcredit models have been criticised for being unable to contrib-
ute to micro-savings or lifting rural women out of the poverty trap as much of the trade credit ends
up being spent by families in meeting their own basic needs (Bond 2007).
As an alternative, the business approach to micro-franchising has been successfully implemented
in various developing economies (Thieme 2015; Webb and Fairbourne 2016). It addresses these two
challenges by applying a systematic process of formal franchising in an informal micro-entrepreneur-
ial setting to help sell low-cost services and products (Evans 2013). As a “development franchising”
approach it provides the basic infrastructure (credit lending for inventory, access to formal supply
chains, and branding) to promote micro-entrepreneurship through scaling up, building skills, and
adding into value chains. It can be termed a form of social innovation (Smith and Seawright 2015)
when coupled with a strong social objective to protect people at the bottom end of the economic
ladder from the credit spiral and help them with some savings (Mehmood, Jamal, and Sriram
2015). A downside of the franchising model is the attachment with particular brands, suppliers or
product providers. We argue that in order to be truly socially innovative franchisees should be
empowered to adjust their business value and supply chains in accordance with community
needs. In the following, we explore examples of integrating women’s micro-entrepreneurship initiat-
ives with micro-franchising for healthcare provision.
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Building Resources Across Community (BRAC) is widely known for initiating the ﬁrst programme
that, besides other initiatives, successfully adopted a self-sustaining approach to the provision of
health services in rural neighbourhoods in Bangladesh (BRAC 2011). Female volunteers were
trained as community health promoters (CHPs) to sell essential healthcare products and services
including reproductive health commodities and contraceptives within their communities. Having
community-based volunteers helped reducing local resistance and ensured easier household
access. During the project tenure, CHPs were remunerated through a monthly honorarium, a small
monthly salary from the project, besides other cash incentives on the sale of medicines. These
ﬁnancial incentives were useful in motivating and retaining the CHPs once they were trained.
However, once the project concluded, funding ﬁnished and ﬁnancial incentives withdrawn, there
was little motivation left for the CHPs. Realising this, BRAC advocated the business-in-a-box approach
through micro-franchising (BRAC 2011). Based on their experience of micro-franchising and value-
chain management in agricultural services (Abed et al. 2011) BRAC applied similar principles in provid-
ing healthcare through a sustainable business model for the CHPs to help them become self-
employed micro-entrepreneurs and earn decent incomes delivering products and services for the
beneﬁt of the community. BRAC provided branding, inventory and training to the micro-franchisees,
who then supplied products to their clients in selected villages. Branding remained a key element in
the process as the products oﬀered to the CHPs were produced by and carried the BRAC brand name.
BRAC also collaboratedwith another NGO. “LivingGoods” in Ugandawhere female CHPs’ selectionwas
based on their strong social networks and social capital to spread health awareness alongside building
their microbusinesses. The CHPs received a health kit containing preventive medications and hygiene
and reproductive health products and basic advice for their customers (LivingGoods 2016).
Another example of micro-franchising by large multinational enterprises is “Project Shakti” by Hin-
dustan Unilever Limited. Initiated in 1999, female micro-franchisees, largely selected from poor illit-
erate and rural backgrounds, were trained in basic accounting and sales skills, health and hygiene to
sell health-related products door-to-door (Xavier, Raja, and Nandhini 2007). By 2005, the project had
expanded to 50,000 villages in 13 states with about 13,000 women serving nearly 15 million people in
rural India, boosting corporate sales by 17% (Shah 2016). While the socio-economic beneﬁts of this
micro-franchising model cannot be ignored, it remains an aspect of rural marketing and fulﬁlment of
corporate social responsibility primarily focused on increasing sales rather than maternal or commu-
nity well-being. In 2010, the micro-franchisee base was extended to the spouses and male siblings of
the female micro-entrepreneurs to approach more customers and increase product sales (Hindustan
Unilever Limited 2016). However, in the cases of both BRAC and Hindustan Unilever, the approach
appears quite top-down with minimal or no eﬀorts to empower the women to play a wider role in
community development.
Business-in-a-Box (BiB) as a social innovation
Moulaert, MacCallum, and Hamdouch (2013) relate social innovation for human and community
development to three key aspects: satisfaction of basic human needs; improving social relations;
and socio-political empowerment. The BiB model follows this deﬁnition. According to Pakistan Demo-
graphic Health Survey 2012–13, the contraceptive prevalence rate in Pakistan is only 35% (26%
modern methods and 9% traditional methods). The current unmet need for family planning is
20%, and is higher in deprived, remote and rural areas. To overcome the deﬁcit in fulﬁlling maternal
and reproductive health provision a pilot project was launched in three rural districts of Punjab. The
project was initiated by Rural Support Programmes Network (RSPN) in partnership with Population
Services International (PSI) and implemented through the National Rural Support Programme
(NRSP) and Punjab Rural Support Programme (PRSP). The ﬁrst phase of the project took place
between April 2013 and 2015, with the second phase between April 2015 and June 2016. The pro-
ject’s primary aims were to reduce maternal mortality rates (MMR) and infant mortality rates (IMR)
by increasing contraceptive prevalence rate and providing maternal health products and services
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in the three districts, alongisde promoting female micro-entrepreneurship throughmicro-franchising.
This study looked only at the BiB intervention as means of post-project sustainability for socially
responsible female micro-entrepreneurship and did not assess impacts on MMR and IMR.
The project introduced more than 600 women to the concept of social microenterprise. Of these,
450 chose to pursue the course and were subsequently trained as community resource persons (CRP)
to assess community needs and market potential for health-related products, and sell products
through household visits. Each CRP was given a BiB kit: a shoulder bag with products that included
daily household usage goods, health and hygiene commodities and short-term contraceptive items.
As informal micro-entrepreneurs, CRPs had the choice of including additional items of interest and
relevance to their customers.
A micro-franchise supply chain was established to ensure the regular provision of BiB products
and help the women establish their microenterprises to meet the needs of the community. Union
Councils, as the lowest tier of administration in Pakistan, were involved in the procurement of BiB
items based on the CRPs’ requirements. These demands were conveyed through Village Health Com-
mittees (VHC) established under the pilot project. Fresh supplies were made available at the VHCs for
collection and sales by the CRPs. Each CRP was to reach 300 married women of reproductive age in
her area through BiB. Figure 1 shows the place-based supply chain, starting from Union Council
Health Committees (UCHC) to CRPs.
Figure 1. BiB supply chain at union council level.
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Research methods and objectives
The study was primarily designed to evaluate the intervention of BiB as a means of short-term family
planning methods continuing to be a source of stable income for CRPs even after the pilot project’s
end. It focused on the post-project sustainability for socially responsible female micro-entrepreneur-
ship, as well as establishing long-term demand-side and supply-side collaborations based on micro-
franchise between these entrepreneurs, their communities and relevant institutions. The study was
conducted in all three project locations (Bahawalpur, Jhang and Rahim Yar Khan) in Punjab, the
most populous province of Pakistan. The process aimed to gather information from the CRPs who
were given BiB kits as well as community members from the areas covered by CRPs. A structured
questionnaire was used with CRPs, and a diﬀerent set of open-ended and semi-structured questions
developed for focus group discussions with individual BiB beneﬁciaries and representatives of VHCs
as key stakeholders in the areas that beneﬁtted from the pilot programme.
A sample of 45 CRPs were selected as 10% of the cohort, with 15 CRPs from each programme dis-
trict. Focus group discussions were held in Bahawalpur and Rahim Yar Khan, with each group com-
prising 10-12 community members. In Jhang, eight interviews were conducted with individual
beneﬁciaries. Moreover, three separate focus group discussions (one in each district) were held
with VHCs. The selection process of CRPs for interviews was:
Step 1: List all members of CRP cohort that were given BiB kit, with their monthly proﬁt of the pre-
vious month (i.e. December 2015);
Step 2: Divide the CRPs into three categories: top performers, average performers and low perfor-
mers, on the basis of the proﬁts earned from sales in December 2015;
Step 3: Using systematic sampling, the top ﬁve and bottom ﬁve names of CRPs were selected on
the basis of their performance and proﬁts earned on monthly basis. In addition, ﬁve average perform-
ing CRPs were selected by using convenience random sampling, due to a high number of CRPs in this
category.
Step 4: Steps 1-3 were repeated in each district and an equal number of CRPs selected from each
district.
The selected CRPs represented all districts where the project was implemented. Table 1 shows the
breakdown by place.
Data were collected by two female members who worked independently as a team in the ﬁeld,
under the supportive supervision of the lead author and other senior staﬀ, through ﬁeld visits
between January and March 2016. Before conducting interviews and focus groups, all participants
were briefed about the study, their willingness to participate in the research based on the selection
criteria, and right to refuse any question or not to participate. Willing respondents’ answers were
recorded. All focus group participants were encouraged to speak during the discussion. Respondents’
answers were recorded on questionnaires during the interviews, and ﬁeld diaries were maintained
during the focus group discussions. Pseudonyms were used to protect the privacy of participants.
Key ﬁndings and analysis
The pilot project followed the model of organising and mobilising local communities into small com-
mittees as key actors and stakeholders such as VHCs. The VHCs served as mediators for social accept-
ability and support of the project and were suﬃciently empowered to take collective actions,
especially when negotiating with public and private institutions (such as District and Union Councils,
NGOs and trade suppliers). The VHCs in each district were formed of ten prominent male and female
community members with the required sets of skills, who subsequently nominated CRPs from within
the communities. After training, the CRPs were assigned to ﬁrst register all married women of repro-
ductive ages in their designated geographic coverage areas. Through regular monthly visits, the CRPs
conveyed information on birth spacing and contraceptive methods, advised and counselled on the
use of government’s facilities, and referred potential beneﬁciaries to the “Lady Health Visitor” camps
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organised by the programme. During the household visits, CRPs acted as informal and non-traditional
service providers to sell short-term contraceptive procedures that they purchased from project-
organised suppliers.
The micro-franchising part of the project combined the elements of social responsibility and
micro-entrepreneurship, named Business-in-a-Box (BiB). Initially, 600 CRPs were trained to serve a
population of 900,000 spread over various villages in the three districts. A monthly honorarium of
PKR1000 (about US$10) was oﬀered as a ﬁnancial incentive to these women. In order to sustain
the initiative beyond the project’s life, 450 CRPs (out of total 600) were given BiB kits to kick-start
their own microbusinesses.
Each BiB kit initially contained commodities worth PKR3000 (US$30) as seed cost. The basic inven-
tory included short-term contraceptives (condoms and pills), health and hygiene commodities (folic
acid, iodised salt, sanitary napkins, iron, zinc and vitamin A supplements, shampoo, toothpaste, preg-
nancy strips) and over the counter medicines (such as aspirin, paracetamol, oral rehydration solution).
CRPs were trained on social marketing, sales and entrepreneurship, and to identify the demand for
these products and other maternal and reproductive health needs of the community so that they
could continue their microbusinesses in the longer term. It was anticipated that the proﬁt earned
would replace the CRPs’ honorarium after the project ended. This approach diﬀers from traditional
micro-franchising models in that once the CRP was given a BiB kit, she could use her discretion in
buying a new and wider range of products, therefore allowing ﬂexibility in the type of products
and services to provide. The only compulsory category of products to be included was short-term
contraceptives. However, the anticipation proved too ambitious.
The study showed that 35 (78%) of CRPs were successful in selling all BiB products. These CRPs
continued topping up the inventory, adding new items to the initial BiB kit as demanded by these
customers to meet their everyday consumption and usage needs. About 15 (33%) of CRPs established
their ownmicrobusiness, setting up small shops in their homes which they could operate 24/7, along-
side their monthly household visits. One interviewee, Asma (24-year-old CRP from Bahawalpur), said
that most of her clients were happy with the visits as they did not need to leave their houses since the
items were available from the CRPs who lived nearby. According to her: “my proﬁt is gradually increas-
ing over the last four months from 200 to 500 rupees per month. I am empowered and I am less
Table 1. Sample selection for community resource persons.
Union councils from Bahawalpur district No of respondents
24 BC 1
Ali Kharrak 4
Jalalabad 4
Jamrani Kohna 3
Mari Shaikh Shajran 3
Union Councils from Jhang District 15
Chak 446 1
Haveli Laal 1
Kot Lakhnana 3
Maluwand 1
SCH 1
Shah Sadiq Nahang 5
Sheikh Chauhar 2
Sultanpur 1
Union Councils from Rahim Yar Khan District 15
B.P.Q 1
Badli Shareef 2
Mau Mubarak 2
Mian wali Sheikhan 2
M. Pur Lama 1
Ranjhay Khan 1
Rasool pur 1
Shahpur 3
Sonak 2
Grand total 45
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dependent on others as I have my own business now”. This reﬂects a consensus among CRPs around
their increased mobility, higher income, and broadening of everyday choices and decision-making in
a patriarchal environment.
Although direct links were set up via the programme between speciﬁc vendors and CRPs to facili-
tate the supply chain, the study also revealed that 31 (68%) CRPs went to the market by themselves
(or with a male member of the family) to purchase BiB-related products. They established their own
procurement mechanisms with local shopkeepers on mutually beneﬁcial terms and often received
wholesale or bulk-buying discounts. This saved them at least 6% on the charges paid to the
project-supported intermediaries. “BiB helped me in making my own way, I can now ﬁnance my
own education and expenses, I don’t need to depend on anyone” said 23-year-old Sharifa (CRP from
Bahawalpur). Similarly, it has also not stopped 25-year-old Sadia from Rahim Yar Khan, who has a
physical disability, from introducing contraceptive products to nearly 90 new clients: “I wanted to
be independent but I could not study as I couldn’t walk to my school, an hour’s walk away. Though I
have a foot abnormality, I am standing on my own feet now”. One key aspect of BiB is accessibility,
as people do not have to travel long distances to purchase staple items. As one client described.
it takes us 30 minutes on a motorbike and one hour by rickshaw and costs 100 rupees to buy health and hygiene
items from Sadiqabad [the nearest town]. Before Sadia, we had to wait for one of the male members of the family
to take us to Sadiqabad. Now it is easier to buy them from Sadia in our neighbourhood. She is also ﬂexible with
payments.
In some cases, male family members were initially reluctant to allow their households to be visited or
female CRPs to work. However, such resistance was overcome through the involvement of VHCs.
Regarding the BiB’s role in the lives of the actors and stakeholders, the study results further revealed
that 29 (64%) of the CRPs were either unemployed or ﬁnancially dependent on male family members
before they joined the programme. Those already employed full-time or part-time expanded BiB
according to the nature of their work. For example, one beautician started selling beauty products
in her kit, earning a higher surplus. Overall, one-fourth of CRPs were earning an average monthly
proﬁt of 100-150 rupees, 10 (22%) were earning between 150 and 200, whereas 2 (5%) were
earning between PKR3500-4000 average proﬁts each month from BiB. When CRPs were asked
whether BiB would ensure their ﬁnancial stability after the project’s completion, 36 (80%) agreed
whereas 9 (20%) disagreed. CRPs were asked if they were willing to continue working with BiB after
the project, with 38 (84%) responding positively, while 7 (16%) did not show any intention to continue
beyond the programme’s life. Most CRPs, 38 (84%), expressed their satisfaction with the initiative. The
other 16% said that BiB is demanding work with minimal or no proﬁt at all.
Two main factors can be attributed to the lack of income or proﬁt. Those CRPs who were depen-
dent on the honorarium as their sole source of income could not expand their business since they
were already cash-starved and failed to reinvest any surplus from sales. At the time of recruitment
and training, commitments were sought from CRPs to fully dedicate their time and eﬀorts to the
opportunity. However, some lacked the motivation to operate a business, while for others it was
due to the shortage of interest or demand for BiB products in their target communities. Based on
focus group discussions with community members and village health committees, the lack of
demand could be attributed to various reasons such as the income of households in a community
and proximity to an urban settlement. Villages closer to small and medium-sized towns and cities
were considered tough to work with as the women preferred to do their own shopping rather
than purchasing at their doorsteps. Demand for BiB products was much higher in remote villages
located farther from small towns.
Analysis of BiB initiative
Business-in-a-Box (BiB) has emerged as an experiment in socially responsible micro-franchising to
provide reproductive health products and services to remote village communities. It has also
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served as a springboard helping micro-entrepreneurs to take responsibility, progress with their
microbusiness, and exploit opportunities beyond the initial conﬁnes of the franchise. The CRPs
were oﬀered pathways to start-up their eﬀorts with initial support for reproductive health products,
and subsequently allowed the ﬂexibility expand their range of products and services in accordance
with the needs and necessities of the households and communities they served. This ensured proﬁt-
ability, savings and reinvestment for the majority of CRPs, with higher chances of sustaining their ven-
tures. Despite some shortcomings in the implementation, the initial results of the pilot phases reﬂect
that, though the concept and practice are still in their infancy, there is a potential for scaling up as a
model of place-based social innovation (Moulaert and Mehmood 2011), to avail positive behavioural
changes along with ﬁnancial sustainability. BiB’s potential impact on the actors and stakeholders
remains crucial to the economic participation and opportunity for women in developing countries.
More importantly, the BiB model has added the advantage of VHCs as key actors of community-
based institutions and catalysts for community development in rural areas (Isely and Martin 1977). In
the programme, VHCs served as institutionalised vehicles advocating on matters of maternal and
reproductive health. VHC members were socially embedded in the communities and collaboratively
supported the CRPs. CRP performances were discussed in monthly VHC meetings where the franchi-
sees would highlight any issues they were facing in households or neighbourhoods. VHC members
would subsequently consider ways to tackle the issues through personal interaction, using their pri-
vileged positions in the communities, or by accompanying the CRP to the resistant households. Simi-
larly, male VHC members would directly interact with male family members or spouses of the clients.
VHC members also teamed up with prominent local religious ﬁgures to clarify any faith-based mis-
conceptions. In this manner, the interventions were able to overcome social, cultural and religious
barriers. Despite meaningful eﬀorts to engage VHCs in CRP selection and support, not all VHCs eﬀec-
tively backed up their CRPs. Part of this lack of support was due to the nature of the reproductive
health as a social and cultural taboo.
This study discovered that in many of the areas, the VHC turned out to be the ﬁrst and only
pathway for community mobilisation. As their role grew in promoting reproductive health, VHC
members became more expressive in their concerns about a variety of other community health
matters. The VHC members suitably integrated themselves in the health chain, both horizontally
and vertically. The addition of VHC with the teams of CRP created a horizontal linkage in the
health chain which increased outreach for governmental resources, as well as making them more
eﬃcient and sustainable in the longer term. Vertically, with their position at the grassroots of the
supply chain empowered by the programme/NGO support, the VHCs had direct linkages with the
formal Union Council Health Committees (UCHC). They were subsequently allowed to represent
their villages in the UCHCs and were able to discuss and make a case for community health
needs. In terms of hierarchy, the UCHCs are directly connected upwards to the district health depart-
ments that function under the provincial health department which corresponds to the federal-level
health ministry.
Concluding remarks
BiB is not a substitute for a wider spectrum of public health mechanisms. Such a systemic change
would require addressing larger governance issues, especially in the case of reproductive health
and for eﬀective reduction in MMR and IMR. The pilot programme only concentrated on short-
term contraceptives rather than long-term clinical methods which would require expert training.
Micro-entrepreneurship, we argue, as an empowering approach can help rural women leave the
poverty trap while providing reproductive health access to households in remote areas. As a
model of socially responsible micro-franchising, BiB allows communities to co-produce pathways
to satisfy their immediate social, economic and health-related needs. The ﬂexible and adaptive mech-
anism oﬀers rural women the opportunity to tap into their entrepreneurial potential by engaging
with those community members who do not have suﬃcient means, knowledge or resources, as in
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the case of maternal health. The place-based implementation of social innovation facilitates improv-
ing social and gender relations at neighbourhood levels by addressing cultural and religious con-
cerns. This leads to capacity building to upscale and sustain these initiatives in the longer term
and confront the bigger challenges of epidemics or viral infections. The resurgence of polio is an
example where the safety and security of health workers are seen as one of the reasons for their inac-
cessibility, as well as the reluctance of communities due to misinformation and misunderstanding.
The relative success of the pilot BiB model in maternal and reproductive health improvement
through community-embedded and locally trusted CRPs demonstrates the potential for using
similar methods and instruments to gain people’s trust for administering polio vaccinations,
especially in rural and remote areas.
BiB, therefore, highlights the signiﬁcance and wider opportunity for designing and delivering
health interventions that may be initiated top-down, but with grassroots support prevail in the
longer term. For the CRPs, as non-traditional and informal providers of health services, the model
has oﬀered a means to ﬁnancial independence. The programme encouraged these community-
based workers to continue after their external funding and support ended. Once provided with
the seed investment, 80% of CRPs believed that they had become ﬁnancially stable and therefore
were willing to continue working with BiB beyond the project life.
Though a successful model within the project life with an aﬃrmative commitment by CRPs, the
question remains as to how many of these BiB CRPs will continue to provide contraceptives and
associated products and services, and not completely move to more marketable and proﬁtable
options. While ﬁnancially sustainable, a certain level of handholding, social guidance and patronage
are deemed necessary for such initiates to sustain and ﬂourish. As a model of social innovation, BiB
leverages a fusion of micro-franchising and community-based co-ownership and support. Its design
is scalable, adaptable, and can provide high social impact, including women’s economic participation
and opportunity for development interventions to improve the livelihoods of the poor in deprived
rural and remote locations.
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